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By David Riesman, M.D., 

PROFESSOR OF CLINICAL MEDICINE IN THE UNIVERSITY OF PENNSYLVANIA, PHILADELPHIA. 

The domain of surgery has been so widened in our own time 
that there is scarcely a medical condition that may not in some 
of its phases become a surgical one. By the very vastness of his 
field has the surgeon been forced to specialize and to devote himself 
exclusively to the eye, the ear, the nose and throat, the genito¬ 
urinary tract, or the female genital organs. The advantages of 
such a distributive process are many—and are too well known to 
be reiterated here. But there are some incidental disadvantages. 
At first sight these might seem to have nothing to do with my present 
theme. There is, however, a very logical connection. We find that 
the laity no longer consult their family physician for their well- 
defined regional complaints — they go directly to the ophthal¬ 
mologist, otologist, laryngologist, etc., who if he finds an operative 
condition proceeds in the majority of cases to deal with it sur¬ 
gically. Not all will deem it necessary or important to have a 
medical examination made, a neglect that may jeopardize the 
patient’s life. 

Medical diagnosis to my mind involves not only the recognition 
of the existence of a surgical condition but also a careful study of 
the patient as a surgical risk. No surgical operation requiring anes- 
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thesia should be done without the approval of a medical man, 
based upon a thorough examination of the patient. Such an 
examination involves a study of the heart, the blood pressure, the 
temperature, the lungs, the kidneys, the blood, and the psychic and 
nervous systems. The results of his findings, in so far as they may 
affect the operation and its before- and after-treatment, the physi¬ 
cian should communicate to the surgeon and together they should 
weigh the patient’s status. But while I hold that no operation 
should be done without study of the case by a competent medical 
man, I also believe that no surgeon should ever operate solely on a 
medical man’s opinion. He should on his own account study the 
case from the broadest aspect and arrive at an independent judg¬ 
ment. If the two men cannot agree, than a colleague of proper 
standing should be called as an arbiter. Cases will, of course, arise 
in which a determined surgeon, in sole charge of a patient, will 
operate with the whole faculty against him, or in which the medical 
man, having the patient’s life primarily in his keeping, will refuse 
to consent to an operation that all the surgeons hold imperative. 
Such cases, however, do not alter the fact that the modus operandi 
I have sketched is, both for the patient and for the fair name of 
medicine, most desirable. 

Coming now to the specific topic I have chosen, I am over¬ 
whelmed with the immensity of the subject of the medical diagnosis 
of conditions surgical. It appears to me of some advantage to have 
a working classification and to give to this a regional basis. A 
further advantage is obtainable by lopping off all consideration of 
things that are . obvious. There are a number of conditions the 
surgical treatment of which does not admit of a difference of 
opinion—such as strangulated hernia, division of a large blood¬ 
vessel, fractures, dislocations, impaction of foreign bodies in the 
air passages—these need not detain us. Yet it might not be amiss 
to point out one or two possible errors in diagnosis. Thus I once 
saw a woman supposed to be suffering from neuritis of the brachial 
plexus in whom I discovered a dislocation of the humerus. And 
further, in a study of cervical rib made several years ago, I found 
that this condition may lead to the diagnosis of aneurysm of the 
subclavian artery and of neuritis. A correct diagnosis would render 
possible a cure by surgical means. 

Beginning with the head, medical diagnosis concerns itself with 
such surgical and quasi-surgical conditions as fracture, tumor, 
abscess, and meningitis. In many respects the first is the most 
important, inasmuch as where alcoholism co-exists the fracture 
may be overlooked. Not a few young internes have made this 
grievous mistake and have perhaps sacrificed life, and incidentally 
brought discredit upon themselves and their hospital. I have 
always taught that no obviously alcoholic patient should be sent 
from the hospital if he presented one of two conditions—a very 
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rapid or an unnaturally slow pulse—the former might indicate 
a dangerous weakness of the circulation, the latter cerebral com¬ 
pression. 

The medical diagnosis of tumor need not be discussed in detail. 
There is but one point I desire to emphasize, viz., that uremia 
may in every way simulate tumor of the brain and without the 
guiding hand of a clinician, a useless and probably fatal operation 
may be done. 

Abscess of the brain most often springs from middle ear disease. 
As the history is not always definite and as the patient is not 
rarely seen in a stuporous state, the ears and mastoid processes 
should always be examined in every obscure “head case.” A 
history of chronic ear trouble and intense uncontrollable headache 
should arouse suspicion of abscess. 

Meningitis of the suppurative type is, thanks to Irving Haines, 
now being claimed, somewhat furtively as yet, by the surgeon as his 
domain. Hence the medical man must be prepared to diagnose 
it as early as possible. Intense headache, rigidity of the neck, 
Ivernig’s sign, the character of the spinal fluid after lumbar punc¬ 
ture, are the signs and symptoms leading to a correct diagnosis. 

In the neck the principal disease to interest us is exophthalmic 
goiter. Xo disease is more easily recognized and yet he who 
does not see it at once may remain blind to it despite its obviousness 
until someone else points it out. The medical man is called upon 
to diagnose the disease, the cardinal symptoms of which are too 
well known to need mentioning here, and at the same time to 
determine whether the patient is in an operative state—assuming 
that an operation is contemplated. He will advise against immedi¬ 
ate operation if the patient is highly thyrotoxic—has pronounced 
tachycardia, enlarged heart, slight fever, gastric symptoms, and 
psychic exaltation. 

In the case of lymphatic enlargements in the neck, the physician 
has to determine whether they are tuberculous, leukemic, or due 
to Hodgkin’s disease. A blood examination will reveal the second, 
but is of little help in differentiating between the other two. The 
hard character of the enlargement and the presence of glandular 
masses elsewhere is in favor of Hodgkin’s disease. It should also 
be remembered that spinal symptoms are sometimes an early 
manifestation both of Hodgkin’s disease and of leukemia. 

A word might be said about the status lymphaticus. If it can 
be proven that death in this condition is due to compression of the 
trachea by the enlarged thymus, then the medical man should 
know how to diagnose it speedily so that the surgeon may be called 
in time. The age of the patient, cyanosis, inspiratory dyspnea, 
dullness over the manubrium, and perhaps a laryngeal examination 
are aids to prompt diagnosis. 

In the chest the diagnostic problems of surgical conditions are 
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few and not very troublesome. Most important is empyema. 
As far as its diagnosis is concerned, it should always be thought 
of in children suffering from fever with marked sweating and 
anemia. It should furthermore be borne in mind that it may 
be a terminal condition in the aged, manifesting itself only by 
fever and slight dyspnea. Between these extremes, a diagnosis is 
rendered somewhat easier if a history of preceding pneumonia is 
obtainable. There are, however, rare instances in which empyema 
seems to be there from the beginning. It then simulates pneumonia 
very closely. If the empyema is interlobar, the symptoms will 
suggest the presence of pus but the physical signs may fail to 
reveal its location. Localized tenderness may sometimes act as 
the divining rod. 

If the medical man has located the pus by means of the exploring 
needle, the surgeon in operating should make his incision at the 
same place, no matter whether the spot is best from a surgical 
point of view or not. I have seen a surgeon disregard, for the 
purpose of getting better drainage, the point of puncture, and fail 
to find the pus. Sometimes with very marked symptoms only a 
spoonful of pus is present, and this may be missed if the surgeon 
does not follow the point of original entry. 

When empyema has been diagnosed in an adult and the history 
reveals no previous chest condition, the possibility that the pus 
may be below the diaphragm should be envisaged. Depression of 
the liver dullness, a patch of tympany, data suggesting the existence 
of an old gastric ulcer or appendicitis, together with a radio- 
graphic examination will usually determine a subphrenic abscess. 
Exploratory puncture should be made with a needle of large calibre. 
It will demonstrate the presence of offensive “colon” pus and 
perhaps gas. 

Abscess and gangrene of the lung are rare — diagnosis is far 
less difficult than localization. The x-ray is very helpful but may 
mislead us as to depth and height. The other signs and symptoms 
hardly need discussing. 

The surgical conditions involving the heart are chiefly two— 
mediastinopericarditis and pericardial effusion. The operation for 
the former—cardiolysis—is still on trial, so that the medical diag¬ 
nosis does not greatly interest the surgeon. Pericardial effusion is 
usually overlooked, more often, I think, than any other disease. 
The operation for paracentesis is done as often by the medical 
man as by the surgeon, but when the fluid is purulent the latter 
should be called in to establish drainage. I need not dwell on the 
diagnosis except to say that pericardial effusion may be mistaken 
for pneumonia. I have seen one case that might have been saved 
had the proper diagnosis been made. 

A curious diagnostic error in connection with disease of the heart 
has come to my notice two or three times and as it has a surgical 
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interest I will cite one case. A patient had a large tender epi¬ 
gastric swelling, vomiting, anorexia, and great prostration. The 
surgeon to whom he had been referred diagnosed a gastric carci¬ 
noma, and decided to operate, but before doing so wanted a medical 
opinion. This opinion was “mitral stenosis, loss of compensation, 
enlargement of the left lobe of the liver, and congestion of the 
stomach.” 

In the diagnosis of surgical conditions of the abdomen, it is of 
practical advantage to treat separately what English and Ameri¬ 
can writers call the acute abdomen. Many acute conditions are 
not grave and demand medical treatment only, such as indiges¬ 
tion, ptomaine poisoning, so-called, and lead colic. But a careful 
examination and a good history are always necessary or mis¬ 
takes will be made. Assuming that the case is one of consider¬ 
able severity — then, having ruled out a dietetic error as the 
cause, the first question should be: Is the trouble really in the 
abdomen or is it in the chest? A few months ago I was asked to 
see a man who was about to be placed on the table to be oper¬ 
ated upon for appendicitis. The expert anesthetist, upon making 
a cursory examination, had grown a little suspicious of the heart 
and had demurred taking the responsibility of administering ether 
without the support of a medical opinion. Study of the case 
forced me to the conclusion that the man had lobar pneumonia 
and not appendicitis. The diagnosis was confirmed by subsequent 
events. This is not the only experience of the kind that I have 
had but in none did operation hover so close. I am inclined to 
think that too much stress is laid upon vomiting. If the initial 
chill of pneumonia follows hard upon a heavy meal, whether the 
patient is an adult or a child, vomiting is likely to occur. 

Not only appendicitis but gall-stone colic, acute pancreatitis, 
perforation of a gastric or duodenal ulcer, may be simulated by 
chest conditions. Hence, before definitively diagnosing any one 
of these, the chest must be carefully explored. The laity, ignorant 
of the tribulations of the doctor, would never forgive an error in 
diagnosis that entailed an abdominal operation for a chest condition, 
but we who know how one may mimic the other, should be sparing 
in our criticism. 

In the diagnosis of other conditions causing the acute abdomen, 
the history is of incontestable value. The age of the patient, 
previous attacks of pain and leukocytosis, may determine the diag¬ 
nosis of appendicitis. It is indeed a fair assumption that acute 
inflammatory conditions of the abdomen during adolescence are of 
appendiceal origin, quite regardless of the area of greatest pain. 
I say quite regardless of the area of the greatest pain advisedly; 
the greatest tenderness is usually found on the right side. 

In women the most important acute abdominal conditions to 
bear in mind, aside from appendicitis, are ruptured extra-uterine 



630 riesman: medical diagnosis in relation to surgery 

pregnancy and torsion of an ovarian cyst. The former is not diffi¬ 
cult of diagnosis. The history may help but does not always do so— 
pallor, sighing inspiration, abdominal dulness, and vaginal examina¬ 
tion establish the diagnosis. Torsion of an ovarian cyst I have met 
four times. In none of the cases had there been any previous 
knowledge of the existence of the cyst or of any pelvic trouble 
whatever. Illustrative of the importance of medical diagnosis I 
may say that in the first case a diagnosis of uremia had been made 
by the attending physician on account of uncontrolable vomiting, 
there having been no other definite abdominal symptoms. 

Acute conditions of the abdomen also rouse the suspicion of 
rupture of an ulcer of the stomach or of the duodenum. As 
prompt recognition is of the greatest importance, I will dwell for 
a moment on the diagnostic features of rupture in duodenal ulcer, 
as that is a fairly common happening. 

Perforation of the ulcer is usually an extremely sudden process. 
It causes at once intense pain and collapse which may be followed 
in a little while by a temporary lull in the symptoms. This lull, 
which is probably caused by the non-irritant character of the 
duodenal contents, is very deceptive and may lead to errors in 
diagnosis. The pain is usually in the epigastrium but may be in 
the appendix region; the abdomen, until near the agonic period, is 
of board-like hardness. In the final diagnosis the history is of the 
greatest importance: a history of periods of disturbed digestion 
with pain (hunger pain), especially nocturnal, alternating with 
periods of good health. The male sex, as is now well known, 
predominates in duodenal ulcer. 

Empyema of the gall-bladder may set in with acute or “stormy” 
symptoms, to use a Teutonic idiom, and may be diagnosed as 
ruptured gastric ulcer. The diagnostic points upon which I would 
lay stress are the history of previous attacks of colicky pain, good 
health in the intervals, tenderness in the gall-bladder region, and 
fever. Sometimes the gall-bladder can be felt if very light pressure 
with the warmed hand is made. 

Another acute condition requiring a skilled medical diagnosis 
is acute pancreatitis. The symptoms of that are not character¬ 
istic. They may be interpreted as ruptured ulcer or empyema of 
the gall-bladder or intestinal obstruction. Perhaps the most 
valuable guide to correct diagnosis is to have pancreatitis in one’s 
arriere pensee. Many difficult conditions, as Charcot remarked 
long ago, are happily diagnosed by merely thinking of them. If 
there is a history of gall-stones, the diagnosis of pancreatitis, if 
otherwise justified, is greatly strengthened. 

A rather peculiar diagnostic difficulty came under my notice 
last year. A surgeon asked me to see an old lady suffering from 
intense pain in the right upper quadrant of the abdomen. It was 
doubtful whether the trouble was in the gall-bladder or in the 
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right kidney. Careful examination showed an erythema follow¬ 
ing the intercostal nerves and extending over the right upper 
abdomen. There were no vesicles but it seemed so much like 
herpes zoster that I ventured that diagnosis. Within a day or 
two the well-known vesiculation appeared. Dr. Lawrence Litch¬ 
field, of Pittsburg, has recently reported several similar cases. 

I have not exhausted the acute abdominal diseases, but time 
does not permit me to include all of them. A word, however, 
about perforation in typhoid fever. Pew conditions impose such 
a heavy responsibility upon the doctor. If he could be sure, his 
course would be easy, but the diagnosis is not as simple as some 
writers claim. A sudden pain, slight leukocytosis, rise in the 
pulse rate and of the temperature, and disappearance of the liver 
dulness are nearly sufficient for diagnosis and justify surgical inter¬ 
vention. All the symptoms, barring the last, may, however, be 
produced by suppuration of a mesenteric gland; but as this is also 
an operative condition, the possible confusion matters little. 

Coming now to the consideration of more chronic conditions, 
we find one of the most difficult tasks to be the proper interpre¬ 
tation of the functional disturbances of digestion. Which are 
and which are not amenable to surgical treatment? Though the 
work of surgeons like the Mayos, Moynihan, Deaver, and Robson, 
has greatly clarified this subject, it still remains one of undoubted 
perplexity. The too enthusiastic abdominal surgeon, seeing some 
cases of dyspepsia and hyperehlorhydria associated with gastro¬ 
duodenal ulceration, concludes that all such cases have a similar 
basis. I believe that hyperehlorhydria may be a purely functional 
condition. Even hunger pain and hyperehlorhydria are not infal¬ 
lible signs of duodenal ulcer. Yet, if the patient so suffering is a 
man and in every way a fit surgical risk, we are probably justified 
in advising an operation, on the assumption that the cause of his 
trouble is duodenal ulcer. The x-ray in skilful hands is of great 
diagnostic value, showing in these cases a hypermotility of the 
stomach with rapid propulsion of the bismuth meal into the duo¬ 
denum. In every case of so-called gastric neurasthenia or nervous 
dyspepsia, characterized by bloating, eructation of gas, a variable 
appetite, and nervous depression, an organic basis should be 
suspected. Often it is gall-stones. A correct diagnosis is impossible 
without a careful history and a thorough physical examination, 
particularly search for Mayo Robson’s tender point. We must 
not be misled by left-sided pain, for just as appendicitis may some¬ 
times cause pain on the opposite side, so may gall-stones, especially 
when there are adhesions between the gall-bladder and the stomach. 

As a matter of medico-surgical interest, I should not omit to 
mention the fact that the gastric crises of locomotor ataxia may 
closely simulate gall-stone colic. 

The subject of splanchnoptosis is one of great interest at this 
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time. Its relation to chronic ill health and to constipation makes 
correct diagnosis and proper treatment a pious desideratum. I 
have not been convinced that surgery is the only way to success 
and believe that the admirable work of Coffey, of Portland, Maine, 
has demonstrated that much can be accomplished by purely non- 
operative means. 

Abdominal tumors present great diagnostic difficulties, and the 
most skilled clinician often goes astray. Those involving the 
stomach are perhaps the least perplexing. Gastric symptoms of 
short duration, loss of weight, signs of food retention, and sub¬ 
acidity suggest carcinoma. Confirmation may be obtained by an 
x-ray examination. The position of the tumor is not of great 
moment. It may be anywhere from the right rectus to the left 
flank, from the epigastrium to below the umbilicus. Every effort 
should be made to diagnose malignant disease before a tumor 
appears so that removal can be accomplished before other parts 
near and distant are inseminated. 

There is a type of tumor in the abdomen that gives rise to 
unusual diagnostic pangs. It may be found in the region of the 
colonic flexures on the left side and on the right side anywhere 
from Poupart’s ligament to the border of the ribs. At first examina¬ 
tion such a tumor may impress one as malignant if the patient 
has reached the cancer age, or as tuberculous if he is younger. 
Careful examination will, however, show certain peculiar features— 
the growth is rapid, there is usually a spot of great tenderness; 
there may be a periodic or continuous fever; and the blood count 
shows a leukocytosis. These signs, indicate, I believe, that the 
tumor is inflammatory, no matter how smooth or nodular, how 
small or large the growth may be. The mimicry of disease is never 
greater than in the case of these inflammatory swellings which have 
their origin in the appendix or in a diverticulitis of the colon. 

The diagnosis of appendicitis is commonly so easy that the 
veriest tyro in medicine can make it. Difficulties arise in chronic 
cases, where the symptoms are chiefly those of dyspepsia and in 
certain acute cases in which the appendix occupies an abnormal 
position. In every case of dyspepsia in early adult life, the phy¬ 
sician before incriminating the stomach or the nervous system, as 
is so often done, should carefully palpate the region of the appen¬ 
dix. Soreness when the colon is inflated with air and pain referred 
to the epigastrium on pressure at McBurney’s point have recently 
been acclaimed as diagnostic signs of chronic appendicitis. 

Intestinal obstruction is an important field in which prompt 
medical diagnosis with the aid of the surgeon often saves life. 
I shall not take your time to rehearse the symptoms of the various 
types of obstructon. Some, like strangulated hernia, are easily 
recognized if one makes it a practice in all cases to examine the 
hernial openings whether a hernia is visible or not. I want to 
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speak about two points only, first, that acute pancreatitis may 
simulate ileus and, second, that kaleidoscopic uremia may present 
the picture of intestinal obstruction. 

With regard to the spleen, the condition of chief surgical interest 
is splenomegalic anemia, splenogenous cirrhosis of the liver, or 
Banti’s disease. Here it is the medical man’s duty to establish a 
correct diagnosis, inasmuch as removal of the spleen is the approved 
and proper treatment. The diagnosis is based on enlargement of 
the spleen, on a history of hemorrhages from the nose or the 
stomach, on the presence of anemia with leukopenia and, in more 
advanced cases, on evidence of coexisting hepatic disease. 

The surgical conditions involving the kidney give rise to pain 
in the loin and flank. If the trouble is inflammatory, whether 
intrarenal or extrarenal, there will be tenderness in the costo-iliac 
space. From the surgeon’s standpoint the conditions demanding 
particularly accurate diagnosis are perirenal abscess and unilateral 
nephritis . 2 A microscopic and bacterioscopic examination of the 
urine will assist in the diagnosis. It should be borne in mind, as I 
have already mentioned, that herpes zoster may in its pre-eruptive 
state simulate these renal conditions. 

One other condition needs mentioning here on account of the 
diagnostic problems it brings in its train, and that is Pott’s disease. 
Pott’s disease is never too old to cause trouble. For some unknown 
reason, the tubercle bacilli in the sheltered region of the spine seem 
to live forever. If an abscess forms it will travel downward and 
may then cause symptoms of great perplexity, intercostal neu¬ 
ralgia and thoracic aneurysm being some of the diagnoses I have 
seen made. 

In the case of the extremities, the surgical conditions coming 
under the physician’s ken are few. I have mentioned dislocation 
simulating neuritis. Perhaps the most important is osteomyelitis, 
which when near a joint is likely to be mistaken for articular 
rheumatism. In a child, persistent pain at or near one joint is 
almost never rheumatic in origin. Furthermore, it should be 
remembered that what may seem to be abscesses along the course 
of the bones may in young infants be blood extravasations the 
result of scurvy. A proper diagnosis by the medical man, based 
on a careful history of the case, may prevent a useless and hurtful 
operation. 

An interesting condition of growing importance is thrombo- 
angeitis. This may be erroneously treated as rheumatism by the 
medical man, and, as in one case I have seen, as flat-foot by the 
surgeon. 

I have not exhausted the surgical conditions which it may 


2 See paper by Riesman and Muller, “Acute Unilateral Nephritis, with Report of a Case,'’ 
Archives of Internal Medicine, June, 1913. 
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become the medical man’s duty to diagnose. I have tried to 
focus your attention upon those more difficult ones, borderland 
cases they might be called, in which keen medical diagnosis is 
necessary for the proper cooperation with the surgeon, a coopera¬ 
tion he should not only be glad to accept, but eager to seek. 

I would emphasize once more the value of a medical examination, 
not only in obscure but also in plain, simple surgical cases. The 
physician might find diabetes, nephritis, grave anemia, bronchitis, 
or serious heart disease, anyone of which would influence the 
surgeon in his work. Many delayed deaths after operation might 
thus be averted. I also feel that in medical cases which may at 
any time assume a surgical aspect, the surgeon should be con¬ 
sulted long before an operation becomes imperative. 

In order to increase his diagnostic skill, the physician should 
make it a rule, to be present at all operations on cases that have 
come before him. Sir Berkeley Moynihan in England and Deaver 
in this country have found it necessary to remind us physicians 
of the value of the autopsia in vivo. 

In closing, permit me to say that in all spheres of life, the best 
work is team work, and the best team for the cure of human ills 
is the great medical triumvirate—the laboratory man, the surgeon, 
and the sane, level-headed physician. 


THE ASSOCIATION OF UTERINE GROWTHS WITH GOITRE; 
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By Henry L. Elsner, M.D., 

PROFESSOR OF MEDICINE, SYRACUSE UNIVERSITY, SYRACUSE, NEW YORK. 


Let those who believe that medicine has made no progress 
during the last thirty years, remember that during that time we 
have learned all that we know today concerning the physiology 
and pathology of the ductless glands. No chapter in medicine is 
more important, none more promising, none has added more to 
human happiness, for it includes the introduction of organic 
extracts into medicine. But three decades have passed since 
Briicke announced to the medical world that “ so far as the function 
of the thyroid is concerned, we have absolutely no hypothesis to 
offer.” At the same time, Wittiche made the statement that 
“we know less of the functions of the thyroid and adrenals than 
of the spleen and thymus gland, and that we know almost nothing 
of the latter.” Since that day the association of animal experi¬ 
mentation, clinical observation, pathological research, and tliera- 
peusis have developed knowledge, supplying data which are leading 



